PAYMENT AUTHORIZATION FORM


I hereby authorize the payee named below to initiate debit entries to my bank account specified below, and if necessary, to initiate adjustments for any transactions credited/debited in error.


Payee Information:
Company/Individual Name: ________________________________________________
Address: ________________________________________________________________
Phone Number: ___________________________________________________________
Email Address: ___________________________________________________________

Payer Information (Account Holder):
Full Name: _______________________________________________________________
Address: ________________________________________________________________
Phone Number: ___________________________________________________________
Email Address: ___________________________________________________________

Bank Account Information:
Bank Name: ______________________________________________________________
Bank Address: ___________________________________________________________
Routing Number (ABA): ___________________________________________________
Account Number: _________________________________________________________
Account Type: ___________________________________________________________  (Checking / Savings)

Payment Authorization Details:
Payment Amount: $______________________  (Specify fixed amount or variable)
Payment Frequency: ______________________________________________________  (e.g., One-time, Weekly, Monthly)
Start Date: ______________________________________________________________
End Date (if applicable): __________________________________________________

Authorization Terms and Conditions:
1. I acknowledge that this authorization will remain in effect until I provide written notification to terminate it at least 15 days prior to the next scheduled payment.
2. I certify that I am an authorized signer or owner of the bank account provided above and that all information is accurate and correct.
3. I authorize the payee to debit the specified account for payment of the amounts indicated above according to the schedule outlined.
4. I understand that in the event of any erroneous or unauthorized debit, I will notify my bank and the payee immediately to resolve the issue.
5. This authorization is subject to the rules and regulations of the National Automated Clearing House Association (NACHA) and applicable federal laws.
6. I agree to hold harmless and indemnify the payee from any liability arising out of any wrongful or unauthorized transactions initiated in good faith under this authorization.
7. I understand that any revocation or amendment to this authorization must be submitted in writing and allows reasonable time for processing.

Liability and Compliance:
The payee agrees to comply with all applicable federal and state laws governing electronic funds transfers and to use good faith efforts to process transactions accurately and timely.
The payer retains all rights to dispute any unauthorized or erroneous entries as provided under the Electronic Fund Transfer Act and associated regulations.

	PAYER SIGNATURE
	PAYEE SIGNATURE

	

Signature: ____________________________
	

Signature: ____________________________

	Printed Name: __________________________
	Printed Name: __________________________




For questions regarding this authorization, please contact the payee using the contact information provided above.
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